
H
O

W
 TO

 A
PPLY:

1.
Indicate the date you w

ant coverage to
begin. (N

ote: m
ust be w

ithin 30 days of
signature date.)

2.
C

hoose your deductible.

3.
C

hoose the benefit period you need.

4.
Indicate w

ho w
ill be covered.

5.
IM

PO
RTA

N
T:Be sure to answ

er all of
the Q

uestions.

6.
Return your signed application along
w

ith prem
ium

 for the entire period of
coverage.(A

pplication m
ust be com

-
pleted in ink.) 

7.
If paying by check, m

ake payable to 
C

eltic Insurance.

N
ote: M

etered
 m

ail is n
ot an

 
accep

tab
le p

ostm
ark

STA
PP
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Short-Term
®

H
ealth Plan

C
eltic Short-Term

 H
ealth Plan U

nderw
ritten and A

dm
inistered

by C
eltic Insurance C

om
pany

P.O
. B

ox 26110 
Little R

ock, A
R

 72221
1-800-477-7990
©

2011 B
y C

eltic Insurance C
om

pany

IM
PO

RTA
N

T N
O

TE:
The inform

ation found in this brochure and in any accom
panying liter-

ature is not intended to provide full details of The C
eltic Short-Term

H
ealth Plan. C

om
plete term

s of coverage are outlined in the C
ertificate

B
ooklet or Policy, and set forth in the applicable group insurance

Policy and Trust agreem
ent. (If you w

ould like a copy of the C
ertificate

B
ooklet or Policy to review

, please contact C
eltic.) The inform

ation
contained in this sales brochure m

ay be subject to change at the dis-
cretion of C

eltic Insurance C
om

pany. In applying for coverage, the par-
ticipants agree to be bound by the Policy. The benefits described in
this brochure and any accom

panying literature are the standard bene-
fits offered by C

eltic. Policy revisions m
ay vary in som

e states.

OnlineAdviser
Sticky Note
- Rates, description of coverage, limitations and secure online enrollment at www.celticenrollment.com. 
-The $20 application fee does not apply to online enrollments.
- fast email enrollment support available at onlineadviser@celticenrollment.com  



A
G

E
N

T
 IN

F
O

R
M

A
T

IO
N

 ST
A

T
E

M
E

N
T

: I certify that I have truly and accurately recorded the inform
ation given to m

e by the applicant.  I understand that I represent the interest of the
applicant for insurance, N

O
T

 C
eltic, and have advised m

y client not to term
inate any existing coverage until receiving notice that coverage being applied for by this application is accepted.

IN
FO

R
M

AT
IO

N
 A

BO
U

T
 YO

U
R

 C
O

V
ER

A
G

E:
R

equested effective date: ____ / ____ / ____     
(N

ote: The 29, 30 and 31 of the m
onth are not eligible effective dates.  C

annot be on or before the postm
ark date.)

R
equested benefit period: (C

ircle the num
ber of m

onths)   
1

   2
   3

   4
   5

   6

Prem
ium

 for certificate/policy:  $

D
eductible per person: (circle one)    $500      $1,000      $2,500

Q
uikC

overage authorization code:________________________
H

ave you and/or any dependent to be covered previously 
applied for insurance w

ith C
eltic?    

�
YES*     �

N
O

If yes, please provide the certificate(s)/file num
bers:

*Q
uikC

overage cannot  be granted over the phone, please m
ail in your application

IN
FO

R
M

AT
IO

N
 A

BO
U

T
  YO

U
R

SELF:
(For dependent-only coverage the parent/guardian m

ust sign the application and com
plete the health inform

ation for the child.)

Insured’s N
am

e:   

Birthdate: ____ / ____ / ____    
A

ge: ____________ 
Sex:   �

M
ale     �

Fem
ale

R
esident A

ddress:
C

ity 
State

Zip

Social Security N
um

ber:

Telephone N
um

ber: 

Is everyone to be insured a U
.S. C

itizen or a foreign 
resident living in the U

nited States for at least 2 years? 
�

YES      �
N

O
(If a foreign resident, please subm

it a copy of your A
lien R

egistration R
eceipt

C
ard or “G

reen C
ard.”)    

H
EA

LT
H

 Q
U

EST
IO

N
S:

If you answ
er YE

S to any question below, coverage 
cannot be issued.

1. D
o you or any dependents to be covered have any hospital,

m
ajor m

edical, group health, governm
ent or m

edical insur-
ance coverage that w

ill not term
inate prior to the effective

date of this coverage?  
�

YES      �
N

O

2. A
re you, your spouse, or any dependent now

 pregnant or an
expectant parent? 

�
YES      �

N
O

3. H
ave you or any dependent to be covered ever received any

m
edical or surgical consultation, advice, treatm

ent, or m
edica-

tion for:

• C
ancer or tum

ors
�

YES      �
N

O
 

• D
iabetes

�
YES      �

N
O

• H
eart attack, A

ngina, or other heart disorder
�

YES      �
N

O

• Stroke
�

YES      �
N

O

• Excessive use of alcohol or alcoholism
�

YES      �
N

O

• D
rug abuse, dependence or addiction

�
YES      �

N
O

• Em
otional, psychological, psychiatric, or 

•
nervous condition or disorder

�
YES      �

N
O

4. H
ave you or any dependents to be insured ever been 

diagnosed as having acquired im
m

une system
 disorders; 

or ever tested positive for antibodies to H
um

an
Im

m
unodeficiency V

irus (H
IV

)?
�

YES      �
N

O

Paym
ent:

�
C

heck   �
V

isa
®

�
M

asterC
ard

®
�

D
iscover ®

E
xp. D

ate: ____ / ____ / ____  (C
redit card option not available in A

L)

A
ccount N

um
ber:

A
uthorized Signature:

Payor N
am

e (Please Print): 
R

elationship to A
pplicant:

PLE
A

SE
 R

E
A

D
, SIG

N
 A

N
D

 D
AT

E
:  To the best of m

y know
ledge

and belief, I have read the application and represent that the
inform

ation show
n on it is true and com

plete. I understand that
the C

ertificate or Policy applied for w
ill not pay benefits for any

expense incurred on account of any pre-existing conditions, in
accordance w

ith the term
s of the contract. I understand that I/w

e

m
ust be in the U

.S. at the tim
e the application is signed in order

for overseas claim
s to be considered eligible expenses. I under-

stand that the insurance w
ill becom

e effective the later of (A
)

12:01 a.m
. on the day follow

ing the postm
ark date stam

ped on
the application envelope addressed to C

eltic, O
R

 (B) 12:01 a.m
.

on the requested effective date. I also understand that the cover-
age m

ay be rescinded, m
eaning that coverage w

ill be void and no
claim

s paid, for any false or m
isleading inform

ation on this appli-
cation. I understand that no prem

ium
 w

ill be refunded if I do not
need the full benefit period selected.

IN
FO

R
M

AT
IO

N
 A

BO
U

T
 YO

U
R

 FA
M

ILY: 
A

re any of your dependents to be covered by this certificate/policy?   �
YES   �

N
O

                 If YES, please give details below
 for those to be covered: (N

ote: Full-tim
e students m

ust be under age 25.)
D

ependent nam
e

R
elationship to you

B
irthdate (M

o/D
ay/Yr)

Sex (M
/F)

F
ull tim

e student (Yes/N
o)

Social Security
#

spouse
child
child

F
O

R
 O

F
F

IC
E

 U
SE

 O
N

LY
E

ffective D
ate:

___ / ___ / ___
P

ostm
ark D

ate: ___ / ___ / ___
In

itials:_____________

A
ny person w

ho, w
ith intent to defraud or know

ing that he is 
facilitating a fraud against an insurer, subm

its an application 
containing a false, incom

plete or deceptive statem
ent m

ay be
guilty of an insurance fraud.

A
pplicant’s Signature: 

D
ated  and Signed at: 

C
ity                                      

State

O
n  _____/______/_______

D
ate

C
E

LT
IC

 SH
O

R
T-T

E
R

M
 A

P
P

L
IC

A
T

IO
N

SU
BM

IT
 T

O
: 

C
eltic Insurance C

o.
P.O

. Box 26110
Little R

ock, A
R

 72221

G
5-800-00055

©
2011 C

eltic Insurance C
om

pany, A
 C

eltic G
roup C

om
pany      

5/11

C
ity, State, Zip:

Social Security or Tax ID
#:

State of A
gent’s Perm

anent License:

A
gent Signature:

A
gent N

am
e:

C
om

pany:

Phone:
Fax:

A
ddress:


